Standard care
Dr Samanta's premonitory review (March 2003 JRSM 1 ) of the post-Bolitho scene is timely. Evidence is now required, but is it there? As Samanta et al. point out, defensive medicine and its guidelines remain uncosted. Thus a choice between table d'hôte and a`la carte must be made from a menu without prices.
To keep it simple, there were guidelines sixty years ago: 'Always undress your patient. Always examine both sides'. If this excellent advice was followed today, primary care could seize up.
Instead a Bolam-friendly consensus exists that the costs exceed the benefits. But is this so? We simply do not know. Practitioners glance at a protruded foot and reach for the script pad, and no one seems much the worse. The costs, of course, are hidden. What is not managed at one level is dealt with elsewhere or not at all.
It is this useful pragmatism that is now under threat. Whether mandatory protocols (however helpful) that need constant updating will prove more effective only time can tell. We cannot be certain that those patients from whom blood was taken for TFTs were representative of all acute medical admission in this age group. Probably TFTs would be requested more often from those in whom there was suspicion of thyroid disease, in which case the true Dr Obuobie and Dr Jones (April 2003 JRSM 1 ) attribute the hyperthyroidism with low serum thyroid hormone concentrations in their patient to suppression of the thyroid hormone concentrations by an infective illness which lasted only one week. It is more likely that this patient had painless thyroiditis. In the days before thyroid hormone concentrations could be measured, the clinical diagnosis of thyrotoxicosis was confirmed by a high uptake of radioactive iodine. Occasionally, the hyperthyroidism was found to be associated with a low uptake. The hyperthyroid phase was due to liberation of thyroid hormones into the blood from the damaged gland. Patients with painless thyroiditis usually became well after a month or so when the thyroid hormones and TSH returned to normal. When the diagnosis of painless thyroiditis was missed, patients ran the risk of receiving antithyroid drugs for as long as one or two years. In their closing statement they say that drugs packages are invariably radio-opaque, and this is incorrect. Although the majority of packages may be visualized with plain abdominal radiographs, there are numerous reports of 'false-negative' radiographs and subsequently missed packages. [2] [3] [4] In equivocal cases the use of CT, ultrasound or contrast meals should be considered; plain radiographs should not be relied on entirely. Doctors dealing with potential body packers should also be aware of disturbing reports from the United States of children acting as surgical mules. 5 The diagnosis must therefore be considered within the paediatric population as well.
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Institute Part IV of the Mental Health Act sets out the provisions relating to treatment of detained patients and gives procedures and safeguards in relation to specific groups of treatment for mental disorder. It does not apply to other types of treatment. Treatment for physical disorders and for mental disorders in patients who do not come within Part IV of the Act are covered by the common law; the Mental Health Act has no application in such cases. According to common law, consent (informed and free from the pressure of undue influence) must be obtained for all treatment for all patients unless it can be shown that the patient lacks the capacity to consent or the Act applies.
What are the relevant sections of the Mental Health Act 1983, Part IV?
Section 63 provides that the consent of a person is not required for any medical treatment given to him for the mental disorder from which he is suffering (not being treatment falling under Section 57 or Section 58) if the treatment is given to him by or under the direction of the Responsible Medical Officer. The section only applies to
